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National hospital surveillance of childhood pneumonia 
in Malawi
Tim Colbourn and colleagues’1 study from Malawi 
is remarkable in scale. A dataset of 113 154 cases of 
severe pneumonia in young children, which led to 
6903 hospital deaths over a period of more than 
10 years, makes this a truly big-data study from Africa. 
The information system was set up by the International 
Union Against TB and Lung Disease and the Malawian 
Ministry of Health and was supported by funding from 
the Bill & Melinda Gates Foundation and the Scottish 
Government.2 The study included most government 
and non-governmental organisation hospitals in 
Malawi and aimed to give a national picture of the 
eﬀ ect of child pneumonia over time on hospital 
inpatient services.
At a time when child pneumonia mortality has fallen 
substantially in almost all low-income and middle-
income countries,3 any remaining national inequities, 
such as disadvantaged communities in which progress 
has lagged behind, must be identiﬁ ed. Much of our 
understanding of childhood pneumonia in these 
countries comes from a relatively limited number of 
hospitals and research centres. These centres often 
do not represent the highest mortality settings and 
the most disadvantaged communities. Routine data 
collection has to be scaled up to better understand child 
pneumonia in these settings.
In addition to documenting the decrease in case-
fatality rate with time (both in children who are 
HIV-positive and HIV-negative), Colbourn and 
colleagues point to a number of ongoing challenges: 
almost half of all deaths occurred within the ﬁ rst 
24 h after hospital admission; and the case-fatality 
rate in children with very severe pneumonia is still 
very high. If these large-scale data were compared 
with published4–7 or population-based estimates by 
the Ministry of Health, further important questions 
could be addressed: (1) what percentage of all cases 
of severe pneumonia (by age group) were admitted 
to hospital, (2) what percentage of all child deaths (by 
age group) from pneumonia happened in hospital, and 
(3) what percentage of the decrease in child pneumonia 
mortality was due to the decrease in in-hospital 
pneumonia deaths?
The collection of data to answer these questions 
would improve understanding of how these vary by 
national regions and so give important information 
from which to set priorities and plan for the future.
As with all big-data projects, the large sample size 
gives weight to the main descriptive ﬁ ndings, but their 
detailed interpretation can be complex. In this example, 
the cause of the decrease in case-fatality rate is not 
completely clear. Although the authors make a good 
case for the change being due to improvements in the 
quality of health services, changes in comorbidities, 
such as the ﬁ ve-times reduction in associated severe 
malnutrition, a 67% decrease in the number of new 
HIV infections in children,8 and changes in hospital 
admission practices probably account for much of the 
decrease in case-fatality rate. The investigators show 
that their main conclusion might be robust to missing 
data bias; nevertheless, the relatively high proportion of 
missing data, which is higher for girls than for boys, is a 
concern because children who are discharged and lost 
to follow-up have an increased risk of mortality in the 
subsequent few weeks.9 
Clearly, setting up parallel disease-speciﬁ c information 
systems within hospitals is not the best vision for the 
future. Functional hospital information systems with 
electronic capture of data on selected major health 
problems at national scale should be an important part 
of the future for health services in Africa. However, for 
now, these ﬁ ndings show what can be achieved with 
a simple data collection system, providing important 
information about the child health services, not just in 
exemplar hospitals, but at a national scale.
These data are globally important to help understand 
how child pneumonia mortality is changing over time. 
However, the primary audience for these data should 
not be the international community but the staﬀ  of the 
hospitals in which these data were collected and national 
and district health-management staﬀ . National data at 
this scale are needed to ensure that the future design 
of health services incorporates a true understanding 
of health needs and the problems with health services, 
including those serving disadvantaged communities. 
This information, which should ideally capture 
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associated deaths in the community after discharge 
from hospital,9 should also be discussed in detail by 
local hospital multidisciplinary groups so that they can 
seek to understand the main causes of these deaths, 
identify common problems, take action to improve 
quality of care, and make services more responsive to 
local needs.10,11 That essential child interventions need to 
be delivered at scale with monitoring of their population 
coverage is universally agreed. Data on all children with 
pneumonia who are admitted to hospital should be 
captured so that we can track outcomes and strengthen 
eﬀ orts to improve the quality of care, echoing the call 
“everyone counts—so count everyone”.12 Once available, 
these data can help empower local communities to hold 
health services accountable for the services they provide. 
Accountability should be an increasingly important 
driver of improvements in quality of care and reductions 
in health inequities in the future.
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